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Information obtained at interview from 1,646 parasuicide patients in 14
regions in 13 European countries participating in the WHO/EURO Multicentre
Study on Suicidal Behaviour was used to study self-reported intentions involved
in parasuicide. Comparisons were made across cultures, genders, and age groups.
Although some statistically significant differences were found, the effect sizes were
very small. The main finding from this study is thus that parasuicide patients in
different countries tend to indicate that similar types of intentions are involved in
their acts of parasuicide, and that the intentions do not vary greatly with gender
or age. The hypothesis that rates of suicide and parasuicide vary between regions
with the frequency with which suicidal intention is indicated by the patients was
also tested, but was supported only for women and in relation to national suicide
rates. The findings from this study are likely to be generalizable to other settings
and have implications for clinical practice.
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Previous research has shown that acts of de- able circumstances, an attempt to influence
some significant other(s), and a signal that aliberate self-poisoning and self-injury involve
a variety of different motives/reasons/inten- person needs help. Michel et al. 1994 used
methodology similar to that in some of thesetions, and that these often include nonsui-
cidal purposes (e.g., Bancroft, Skrimshire, & earlier studies (Bancroft et al., 1979; Hawton
et al., 1982; James & Hawton, 1985) in anSimkin, 1976; Bancroft et al., 1979; Birtch-
nell & Alarcon, 1971; Hawton, Cole, O’Grady, investigation of parasuicide patients in Swit-
zerland and found some differences in the& Osborn, 1982; Hjelmeland, 1995; Holden,
Kerr, Mendonca, & Velamoor, 1998; James proportions of Swiss patients choosing vari-
ous intentions compared to those in the Brit-& Hawton, 1985; Lukianowicz, 1972; Mi-
chel, Valach, & Waeber, 1994; Varadaraj, ish studies. For instance, a very large propor-
tion of the patients in the Swiss study (91%)Mendonca, & Rauchenberg, 1986; Velamoor
& Cernovsky, 1992). This is the reason for claimed that the intention had been to escape
from an unbearable/terrible situation com-the dilemma as to what suicidal behavior not
resulting in death should be termed: at- pared to those in the British studies (56% in
Bancroft et al., 1979; 42% in Hawton et al.,tempted suicide, parasuicide, deliberate self-
harm, nonfatal suicidal behavior, and so forth 1982; 44% in James & Hawton, 1985). An-
other example was the intention “to make(e.g., O’Carroll et al., 1996). In this article,
the term parasuicide is used. things easier for someone,” which was chosen
by 33% in the Swiss study but only by 7% inIn explaining why some people engage
in suicidal behavior, there is also confusion as one of the British samples (Bancroft et al.,
1979). Boergers, Spirito, and Donaldson (1998)to the use of the concepts of reasons, mo-
tives, and intentions. Hjelmeland and Knizek compared the frequencies of various reasons
for suicidal behavior among American ado-(1999) have argued that the term intention
should be employed when nonfatal acts are lescents with data reported from the Nether-
lands and the UK, and also found some dif-explained in terms of something the persons
wanted to achieve by their behavior. There- ferences. This raises the question of possible
cross-national or cross-cultural differences infore this term will be used in the present
study. It is recognized, however, that patients the intentions involved in parasuicide.
One major problem in comparing re-may often not have had full insight into the
nature of the intention(s) involved. Recogni- sults from different studies is the potential
variation in definitions used for selectingtion of the fact that there are various inten-
tions involved in parasuicide has led to ques- samples of patients to be included in investi-
gations. TheWHO/EUROMulticentre Studytions about what precisely do individuals
intend to achieve by this behavior? Clarifying of Suicidal Behaviour (Bille-Brahe et al.,
1995, 1996a), in which a large number of Eu-intentions in individual cases is relevant to
clinical practice. Thus Shneidman (1985) has ropean centers participate, has provided a
unique opportunity for a cross-cultural com-argued that a focus on the intentional (he
used the term motivational) aspects of such parison because researchers from different
countries have used the same definition ofbehavior is necessary to get a better under-
standing of the suicidal individual. parasuicide in selecting samples of patients,
the same research instrument to assess theMany of the previous studies of inten-
tions underlying parasuicide have been con- variables in question, and the same data-
collecting procedures. In a previous report ofducted in the United Kingdom (Bancroft et
al., 1976, 1979; Birtchnell & Alarcon, 1971; data from the first wave of the WHO study,
the level of suicidal intent was investigated asHawton et al., 1982; James & Hawton, 1985;
Lukianowicz, 1972; Varadaraj et al., 1986; a first step toward determining what meanings
parasuicide might have for people (Hjelme-Velamoor & Cernovsky, 1992). Examples of
the types of intentions that have been identi- land et al., 2000). In spite of large differences
in parasuicide rates, only small differencesfied include a temporary escape from unbear-
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were found in levels of patients’ suicidal in- has been used to compare intentions across
cultures, genders, and age groups. We havetent. Other intentions were not investigated
in that study. also investigated whether the frequency with
which suicidal intention is indicated by par-An important question is whether para-
suicide by men and women involves different ticipants is related to local rates of suicide
and parasuicide.intentions. The potential significance of gen-
der was neglected in most of the earlier stud-
ies. Even where results have been reported
separately for men and women, it is unclear METHOD
whether the results were subjected to statisti-
cal testing, although major differences were In the WHO/EURO study, parasui-
cide is defined as “an act with nonfatal out-not apparent. This is perhaps surprising giv-
en the fact that in the Western world, more come, in which an individual deliberately ini-
tiates a nonhabitual behavior that, withoutmen engage in suicide and more women in
parasuicide. Moreover, in some countries the intervention from others, will cause self-harm,
or deliberately ingests a substance in excesssex differences are decreasing, while in others
they are increasing. Potential gender differ- of the prescribed or generally recognized
therapeutic dosage, and which is aimed at re-ences therefore require further investigation,
especially in relation to possible cross-cultural alizing changes which the subject desired via
the actual or expected physical consequences”differences.
Rates of suicidal behavior also vary (Platt et al., 1992 p. 99). It should be noted
that repetitive self-mutilation is excluded.with age, and here, too, there are obvious dif-
ferences between suicide and parasuicide: Data from 14 regions in 13 different
European countries are included in the pres-Suicide rates usually increase with age (with
some exceptions), while rates for parasuicide ent investigation. These regions are Sør-
Trøndelag (Norway), Umea˚ and Stockholmare usually highest among the young and
middle-aged. Therefore age may influence (Sweden), Helsinki (Finland), Odense (Den-
mark), Oxford (United Kingdom), Leidenthe intentions involved in parasuicide. For
example, do young men tend to communicate (The Netherlands), Gent (Belgium), Wu¨rz-
burg (Germany), Hall/Innsbruck (Austria),different things through parasuicide than el-
derly men do? Bern (Switzerland), Pecs (Hungary), Ljubljana
(Slovenia), and Padova (Italy). The character-Rates of suicide and parasuicide vary
between countries and regions (Schmidtke et istics of the regions participating in the study
have been thoroughly described elsewhereal., 1996, 1999). One possible explanation
might be the extent to which parasuicide (Bille-Brahe, 1999).
The European Parasuicide Interviewinvolves suicidal or nonsuicidal intentions.
Thus, where suicidal intention is frequent, Schedule (EPSIS I and II; Kerkhof, Ber-
nasco, Bille-Brahe, Platt, & Schmidtke, 1989)one might expect suicide rates to be higher
than in regions where it is less frequent. On was used to collect the data. It includes sev-
eral standardized and nonstandardized ques-the other hand, where suicidal intention is
less commonly implicated in parasuicide, one tionnaires, some completed by the interview-
ers and others by patient self-report (seemight expect rates of parasuicide to be higher.
To our knowledge, this has never been inves- Bille-Brahe et al., 1996b, 1997, for further
details). A sample of the parasuicide patientstigated.
In the present investigation, we have in each region was interviewed twice by psy-
chiatrists, psychologists, psychiatric nurses,used data from the WHO/EURO Multicen-
tre Study on Suicidal Behaviour to study self- or social workers. Interviewers from all the
participating regions attended interview coursesreported intentions involved in parasuicide:
in other words, what the behavior means to to make the interview procedures as similar
as possible across regions. The initial inter-the patients themselves. This unique data set
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view was usually carried out within a week 643 (39%) men aged 15 years and over—
were included in the analyses. Women com-following the parasuicide (EPSIS I); a second
interview was conducted approximately 12 prised the majority of the sample (54%–
71%) in all the regions except Gent, wheremonths later (EPSIS II). The EPSIS I inter-
views were carried out between 1990 and more of the sample were men (54%). The
mean age for the total sample was 36.2 years1992 in the regions participating in the first
wave of the study and between 1996 and for women (range = 15–87, SD = 14.9) and
36.0 years for men (range = 15–81, SD =1998 in those participating in the second
wave (Table 1). The interviews usually lasted 13.2). ANOVAs showed that there were sig-
nificant age differences between the regions1–3 hours. The data files from each region
were sent to the center in Odense where the for both women (F(13, 910) = 4.98, p <
0.0001, E2 = 0.066) and men (F(13, 592) =data were checked, coordinated, and re-
checked before they were released for use in 3.04, p < 0.001, E2 = 0.063). For women, the
highest mean age was found in Odense (42.0specific analyses. Only data from the initial
(EPSIS I) interviews are included in the pres- yrs) and the lowest in Umea˚ (27.9 yrs). For
men, the highest mean age was found inent investigation.
Stockholm (41.4 yrs) and the lowest in Ox-
ford (31.0 yrs).Subjects
The distribution according to age
group was as follows: 365 aged 15–24 yearsThe number of persons interviewed
and the proportions of men and women in (230 women and 135 men), 439 aged 25–34
years (254 women and 185 men), 644 agedeach region are presented in Table 1. A total
of 1,646 patients—1,003 (61%) women and 35–64 years (384 women and 260 men), and
TABLE 1
Number of Parasuicide Patients (Females, Males, and Total)
in the Various European Regions
Females Males
Region N % N % Total
Sør-Trøndelag, Norwaya 48 54 41 46 89
Umea˚, Swedena 81 66 41 34 122
Stockholm, Swedena 127 63 74 37 201
Helsinki, Finlanda 125 56 99 44 224
Odense, Denmarka 91 65 48 35 139
Oxford, United Kingdomb 92 61 58 39 150
Leiden, The Netherlandsa 95 67 46 33 141
Gent, Belgiumb 52 46 60 54 112
Wu¨rzburg, Germanya 73 59 51 41 124
Hall/Innsbruck, Austriab 22 56 17 44 39
Bern, Switzerlanda 37 56 29 44 66
Pecs, Hungaryb 46 65 25 35 71
Ljubljana, Sloveniab 39 63 23 37 62
Padova, Italya 75 71 31 29 106
Total 1,003 61 643 39 1,646
Note. Excluded from the analyses was one transsexual pa-
tient from Stockholm.
aInterviews carried out during the period 1990–1992.
bInterviews carried out during the period 1996–1998.
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82 aged 65 years or older. Information on age EURO study (including data from 9 of the
14 regions participating in the present study;was missing for 116 (7%) of the cases.
The representativity of the interviewed Hjelmeland et al., 2000). In the present study,
the patients’ SIS scores have been comparedsamples compared to all the medically treated
parasuicide patients in each region (regis- with their responses to the questionnaire on
the possible intentions involved in the acts oftered in the monitoring part of the WHO/
EURO Study) was tested by appropriate parasuicide.
analyses (chi-square analyses, t-tests, Mann-
Data analysesWhitney U-tests). The following variables
were tested: age, gender, method of the para-
Because several of the intention of par-suicide, and previous parasuicide(s). The in-
asuicide items in the questionnaire are inter-terviewed samples were representative of all
correlated, a factor analysis was performed.medically treated parasuicide patients on
Subscales were computed by way of summa-these variables in all regions with the follow-
rizing the items that made up the factors. Foring exceptions: (1) gender: the interviewed
an item to be included in a subscale, the fac-sample had a larger proportion of women in
tor had to load more than 0.50 on the itemOdense and Umea˚; (2) age: the interviewed
and the group of items also had to make co-sample was younger in Padova; (3) method of
herent semantic sense. The resulting sub-parasucide: the interviewed samples had
scales were then compared across regions andmore often used self-poisoning in Sør-Trøn-
sexes using two-way ANOVAs in order to ex-delag and Oxford; (4) previous parasuicide: in
amine cross-cultural and sex differences. Be-Odense, Umea˚, Leiden, Ljubljana, and Hall/
cause there were significant age differencesInnsbruck, the interviewed sample more of-
between the regions, age was entered as a co-ten had a history of previous parasuicide(s),
variate in the ANOVAs. Correlation analysesand in Helsinki and Bern less often.
(Pearson’s r) were performed between the
various intention subscales and the SIS as aInstruments
reliability test of the patients’ retrospective
reports of intentions involved in their acts ofA questionnaire including various in-
parasuicide. Correlation analyses (Spearman’stentions was designed for the EPSIS based
rank order correlation coefficient) were per-on the previous work of Bancroft and col-
formed between choice of the item “wantedleagues (1976, 1979). It consists of 14 possi-
to die” and local parasuicide rates and alsoble intentions people might have for engag-
national and regional suicide rates. The leveling in suicidal behavior. Each item is scored
of statistical significance was set at p < .05.according to the relevance the patient says it
Effect sizes for the significant differenceshad to why he or she carried out the act of
were assessed by eta squared (E2).parasuicide: major influence (score of 3), mi-
Between 1.8% and 2.6% of the valuesnor influence (2), or no influence (1). Pa-
on the 14 intention variables were missing.tients can indicate more than one intention
When the intention subscales were com-as having influenced the act. The list of in-
puted, these missing values were replaced bytentions and the percentages of subjects who
the mean values for the relative regions.chose them are presented in Table 2.
The Suicidal Intent Scale (SIS; Beck,
Schuyler, & Herman, 1974) was completed RESULTS
for each patient. This 15-item scale assesses
the level of suicidal intent involved in an act Factor Analysis
of parasuicide. The items are scored 0, 1, or of the Intention Questionnaire
2, yielding a possible range of scores from 0
to 30. The scores on the SIS have been pre- The factor analysis of the intention
questionnaire resulted in four factors with ei-sented in a previous report from the WHO/
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TABLE 2
The List of Possible Intentions People Might Have for Engaging in Parasuicide and the Percentages
of Patients for Whom These Intentions had no, Minor, or Major Influence on Why They Carried
Out the Parasuicidal Acts (Women: N = 1003, Men: N = 643)
Minor Major
No Influence Influence Influence
Intentions Women Men Women Men Women Men
1. My thoughts were so unbearable, I could not
endure them any longer. 15.8 17.2 16.6 19.2 67.7 63.6
2. I wanted to show someone how much I loved
him/her. 70.3 66.0 11.2 12.4 18.5 21.5
3. It seemed that I lost control of myself, and I do
not know why I did it. 36.8 36.9 20.3 20.6 42.9 42.5
4. The situation was so unbearable that I could not
think of any other alternative. 10.7 16.2 13.0 12.6 76.3 71.2
5. I wanted to get away for a while from an
unacceptable situation. 30.6 35.0 14.2 15.3 55.2 49.7
6. I wanted others to know how desperate I felt. 48.2 52.4 17.7 18.1 34.1 29.6
7. I wanted to die. 24.1 23.8 16.6 11.7 59.3 64.5
8. I wanted to get help from someone. 46.2 51.3 18.8 20.0 35.0 28.8
9. I wanted to know if someone really cared about me. 63.9 67.0 15.0 15.5 21.0 17.5
10. I wanted others to pay for the way they treated me. 75.4 76.5 11.4 12.9 13.2 10.6
11. I wanted to make someone feel guilty. 76.6 72.7 10.8 15.1 12.6 12.2
12. I wanted to persuade someone to change his/her
mind. 74.5 73.7 11.5 13.3 14.0 13.0
13. I wanted to make things easier for others. 54.5 59.3 18.8 18.2 26.7 22.5
14. I wanted to sleep for a while. 56.5 65.0 13.0 11.7 30.5 23.3
genvalues exceeding 1.0, which together ac- (α = 0.53), thus comprised the two remaining
items, while “loss of control” was retained ascounted for 57.6% of the variance. The vari-
max rotated factor loadings are presented in a single item. The fourth subscale consisted
of items dealing with unbearable thoughtsTable 3. The first subscale consisted of items
related to seeking care and attention from and situations, the intention to die, and the
wish to make things easier for others (itemsothers or testing of love (items 2, 6, 8, and 9)
and was called Care Seeking (α = 0.73). The 1, 4, 7, and 13). This subscale was labeled
Final Exit (α = 0.58). Both factors 3 and 4second subscale consisted of items dealing
with revenge, punishment, or manipulation loaded relatively high on item 7 (“I wanted
to die”). However, the third factor loadedof others (items 10–12), and was called Influ-
encing Others (α = 0.78). The third factor negatively on this item, supporting the no-
tion that those who only wanted a temporaryconsisted of items dealing with escape or loss
of control (items 3, 5, and 14). However, the escape from unbearable circumstances did
not want to die.factor only loaded 0.44 on the item “loss of
control,” so this item was not included in the Because many parasuicide patients in-
dicate multiple intentions for their acts, itsubscale. This also makes sense in that loss
of control is not an intention as such, but was expected that the four factors resulting
from the factor analysis would be intercorre-merely a description of what people experi-
ence. The third subscale, Temporary Escape lated. An oblimin rotation of the factors was
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therefore performed. This did not change scores in Sør-Trøndelag (p < .001) and Stock-
holm (p < .05) were significantly higher thanthe picture significantly, but two correlations
were found: Factor 1 correlated positively the overall mean, whereas the mean scores
in Leiden (p < .01) and Bern (p < .01) werewith both Factor 3 (r = .21) and Factor 4
(r = .31), indicating low to medium effect significantly lower. However, the effect size
of region was low; only 2.6% of the variancesizes according to Cohen (1988).
could be explained by region.
2. Temporary Escape, F(13, 1501) =Regional Variations
5.17, p < 0.001, E2 = 0.043. Follow-up devia-
tion contrast analyses showed that the meanThe mean scores for the subscales and
the single item “loss of control” for patients scores in Stockholm (p < .0001) and Umea˚
(p < .0001) were significantly higher than thefrom each region are presented in Table 4.
To check for regional/national differences, overall mean, whereas the mean scores in
Ljubljana (p < .001), Gent (p < .01) and Bernseparate two-way ANOVAs were performed
for each of the subscales, with gender and re- (p < .05) were significantly lower. However,
the effect size indicated that only 4.3% of thegion as independent variables and age as co-
variate. Significant differences between the variance could be explained by region.
3. Final Exit F(13, 1501) = 4.38, p <regions were found for three of the subscales,
while no significant sex differences or inter- 0.001, E2 = 0.037. Follow-up deviation con-
trast analyses showed that the mean scores inaction effects between sex and region were
found. The regional differences were found Hall/Innsbruck (p < .05) and Ljubljana (p <
.05) were significantly higher, whereas theon the following subscales:
1. Care Seeking, F(13, 1501) = 3.13, mean scores in Helsinki (p < .001) and Ox-
ford (p < .01) were significantly lower thanp < 0.001, E2 = 0.026. Follow-up deviation
contrast analyses revealed that the mean the overall mean. Again, however, the effect
TABLE 3
The List of Possible Intentions Involved in Parasuicide and the Factor Loadings on Each of the Items
Varimax Rotated
Factor Loadings
Intentions I II III IV
1. My thoughts were so unbearable, I could not endure them any longer. .72
2. I wanted to show someone how much I loved him/her. .74
3. It seemed that I lost control of myself, and I do not know why I did it. ( .44)
4. The situation was so unbearable that I could not think of any other
alternative. .76
5. I wanted to get away for a while from an unacceptable situation. .71
6. I wanted others to know how desperate I felt. .63
7. I wanted to die. (−.45) .64
8. I wanted to get help from someone. .61
9. I wanted to know if someone really cared about me. .74
10. I wanted others to pay for the way they treated me. .88
11. I wanted to make someone feel guilty. .89
12. I wanted to persuade someone to change his/her mind. .56
13. I wanted to make things easier for others. .51
14. I wanted to sleep for a while. .71
Note. Percentages of explained variance for each of the four factors were 25.0%, 14.0%, 11.3%,
and 7.4%, respectively.
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size was very low; only 3.7% of the variance Influencing Others, the oldest age group
scored lower (M = 3.82, SD = 1.55) than thecould be explained by region.
An ANOVA of the single item “loss of other age groups (15–29: M = 4.13, SD =
1.67; 30–49: M = 4.34, SD = 1.99). On thecontrol” was also conducted, and a significant
effect for region was found, F(13, 1501) = single item “loss of control,” the youngest
age group (M = 1.94, SD = 0.87) scored2.87, p < 0.001, E2 = 0.024. Follow-up devia-
tion contrast analyses showed that the mean lower than the other age groups (30–49:
M = 2.13, SD = 0.88; 50+: M = 2.14, SD =scores in Sør-Trøndelag (p < .01), Odense
(p < .05) and Helsinki (p < .05), were signifi- 0.91). Again, however, the effect sizes were
very small. No significant age group differ-cantly higher than the overall mean, whereas
the scores in Oxford (p < .01) and Wu¨rzburg ences were found for men.
(p < .05) were significantly lower. The vari-
ance (2.4%) once more showed only a small Correlation with Level of Suicidal Intent
effect of region.
Questions have been raised regarding
the reliability of suicidal patients’ own retro-Age and Gender
spective reports of the intentions involved in
their parasuicides. We have therefore investi-To investigate overall differences be-
tween men and women, ANOVAs of the gated the associations between the subscale
scores and level of suicidal intent as measuredpooled data set for each of these subscales
were performed, with gender as the indepen- by the SIS. The mean total SIS score for the
pooled data set in the present study (includ-dent variable and age as a covariate. A signifi-
cant gender difference was only found for the ing all 14 regions) was 12.99 for women
(SD = 6.54; range 0–29) and 14.06 for menTemporary Escape subscale in that women
scored significantly higher than men, F(1, (SD = 6.53; range 0–30; Mann-Whitney U-
test: z = −3.24, p = 0.0012). Thus the level of1527) = 9.90, p = 0.002, E2 = 0.006. However,
the effect size indicated that only 0.6% of the suicidal intent was generally somewhat higher
in men than in women.variance could be predicted by gender.
These ANOVAs were repeated sepa- Correlation analyses (Pearson’s r) be-
tween the SIS total score and scores on therately within the various age groups. There
were too few patients in the oldest age group various intention subscales were performed.
Such analyses can serve as a test of consis-(65+) to permit this analysis. Some significant
regional differences were found within the tency of the patients’ reports, and thus an as-
sessment of reliability. A positive correlationage groups, but in all of them the effect sizes
were very low, indicating again that region between scores for the SIS and the subscale
Final Exit would indicate high consistency.predicted a low percentage of the variance
(4.1%–8.1%). No significant sex differences Negative correlations between scores on the
SIS and the other subscales would supportwere found in any of the age groups.
Subsequently, the total sample was di- this. This pattern was confirmed for both
women and men (Table 5). The correlationvided into three age groups: 15–29 years,
30–49 years, and 50 years or older. One-way coefficients between scores on the subscale
Influencing Others and the SIS were, how-ANOVAs were performed for men and
women separately for each of the subscales, ever, very low, and probably only statistically
significant because of the large number ofwith age group as the independent variable.
For women, significant age differences were subjects included in the analyses. The direc-
tion of these correlations was, nevertheless,found for the subscale Influencing Others,
F(2, 921) = 5.20, p = 0.006, E2 = 0.011 and as expected. Also the single item “loss of con-
trol” correlated negatively with the level ofthe single item “loss of control,” F(2,921) =
5.16, p = 0.006, E2 = 0.011. On the subscale suicidal intent.
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TABLE 5 the analyses with both national (missing for
Gent) and regional (missing for Oxford) sui-Correlations Between the Total Level of Suicidal
Intent (Total SIS Score) and Scores on the cide rates, and with regional parasuicide rates
(missing for Ljubljana).Intentions Subscales
The analyses for national suicide rates
SIS Score supported the hypothesis for women (rs = .50,
p < .05; one-tailed) but not for men (rs = −.08,Women Men
ns). When the analysis was conducted for re-(N = 1003) (N = 643)
gional suicide rates, the hypothesis was not
Care Seeking −.33** −.29** supported for either men (rs = −.16, ns) or
Influencing Others −.14** −.10* women (rs = .07, ns). In the analyses of the
Temporary Escape −.30** −.31** relationship between choice of “wanted to
Final Exit +.48** +.48** die” and parasuicide, the correlations were in
Single item the expected direction, but the results did not
“loss of control” −.27** −.26** quite reach the level of statistical significance
for either women (rs = −.36, ns) or men (rs =*p < .05, **p < .001.
−.44, ns; critical value = .48).
The Intention “To Die” and Its
DISCUSSIONRelationship to Regional and National
Rates of Suicide and Regional
The main instrument used in thisRates of Parasuicide
study was a well-tested questionnaire con-
taining a number of intentions for parasui-It may be hypothesized that there
would be an association between the extent cide that had been identified in a series of
previous investigations (e.g., Bancroft et al.,of suicidal and nonsuicidal intentions in-
volved in parasuicide in different regions and 1979; Hawton et al., 1982; James & Hawton,
1985). The data used were based on inter-the overall rates of both suicide and parasui-
cide. Thus, where the behavior is more often views with 1,646 parasuicide patients investi-
gated in 14 regions in 13 countries from Eu-used for various nonsuicidal purposes, the
overall rate of parasuicide might be expected rope in the WHO/EURO Multicentre Study
on Suicidal Behaviour (Bille-Brahe et al.,to be higher, while regions where the behav-
ior more often is used for suicidal purposes 1995, 1996a). The intentions were grouped
by means of a factor analysis. This resultedwould be expected to have higher suicide
rates. There should therefore be a negative in four factors that were used to construct
subscales labeled Care Seeking, Influencingcorrelation between overall rates of parasui-
cide and the frequency of choice of “wanted Others, Temporary Escape and Final Exit,
while “loss of control” was retained and ana-to die,” while a positive correlation between
suicide rates and the frequency of choice of lyzed as a single item.
“wanted to die” would be expected.
We have therefore compared these Regional Comparisons
variables across the regions involved in this
study by means of the Spearman rank order Statistically significant differences be-
tween the regions were found for three of thecorrelation coefficient (rs) for men and
women, separately. The frequencies of choice subscales and in the item “loss of control,”
but only minimal proportions of the varianceof the item “wanted to die” (with a score of
3 indicating a major influence) and the sui- were accounted for by region. When the
pooled data set was analyzed, a statisticallycide and parasuicide rates in the various re-
gions are presented in Table 6. We have done significant difference between men and women
390 PARASUICIDE
TABLE 6
Frequency of Choice of the “Wanted to Die” Item (Major Influence) and Suicide and Parasuicide Rates
per 100,000 Population (15+) in the Various Regions
Wanted Parasuicide Suicide Rates Suicide Rates
to Die (%) Rates (Regional) (National)
Women Men Women Men Women Men Women Men
Sør-Trøndelag, Norwaya 54 56 177 151 9 27 8 24
Umea˚, Swedena 56 77 143 92 9 23 12 30
Stockholm, Swedena 57 66 192 115 21 21 12 30
Helsinki, Finlanda 52 45 247 323 21 69 14 61
Odense, Denmarka 69 51 173 152 17 37 18 36
Oxford, United Kingdomb 48 62 451 354 — — 4 13
Leiden, The Netherlandsa 57 67 129 82 12 22 9 17
Gent, Belgiumb 58 77 315 320 9 33 — —
Wu¨rzburg, Germanya 59 71 105 68 11 18 11 26
Hall/Innsbruck, Austriab 77 82 156 156 16 33 12 37
Bern, Switzerlanda 62 66 119 99 20 49 14 42
Pecs, Hungaryb 67 64 424 277 19 48 19 61
Ljubljana, Sloveniab 85 83 — — 17 67 14 59
Padova, Italya 64 76 93 55 7 10 5 14
aSuicide and parasuicide rates from 1991.
bSuicide and parasuicide rates from 1997.
was found, but again only a very small pro- countries using these types of instruments are
probably generalizable to other settings.portion of the variance was explained by gen-
der. Moreover, when gender was entered into The hypothesis of a positive correla-
tion between the national and regional sui-two-way analyses together with region, the
gender difference disappeared. Some age dif- cide rates and the frequency of choice of
“wanted to die” was supported only forferences were found in women, but here, too,
the effect sizes were very low. No age differ- women (and only when national suicide rates
were used). The hypothesis of a negativeences were found in men. Small but statisti-
cally significant differences were probably correlation between parasuicide rates and
“wanted to die” was not supported, althoughdue to the large sample size resulting in very
high statistical power. the result almost reached the level of statisti-
cal significance, especially for men.There are several differences between
the regions participating in the WHO/EURO The main finding from this study is
that parasuicide patients in different coun-study, both in the prevalence of suicidal be-
havior and in the characteristics of parasui- tries tend to indicate similar intentions for
their acts of parasuicide, and that the inten-cide patients (Bille-Brahe et al., 1996a, 1996b,
1997; Schmidtke et al., 1996). The pattern of tions do not vary greatly with gender or age.
intentions involved in parasuicide was, how-
ever, quite consistent across regions, genders, Methodological Issues
and age groups. In a previous report from the
study, a similar result was found for the level Some methodological limitations of
this study should be taken into considerationof suicidal intent (Hjelmeland et al., 2000).
Thus the findings from different regions and when interpreting the results. Patients’ post
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hoc explanations about what they thought individual’s personal circumstances, could be
fruitful.they wanted to achieve from the act at the
time they carried it out have been investi- Use of an intentions questionnaire like
that used in this study is likely to be helpfulgated. Also, the possible intentions included
in the questionnaire have been selected by in assessment in clinical practice. The ques-
tionnaire could, for example, be completedresearchers. This is likely to influence the pa-
tients’ responses compared to what they by both the patient and the therapist, sepa-
rately, and thus serve as a valuable basis tomight report spontaneously. However, the
items in the questionnaire have been chosen develop an understanding of the meaning of
intention(s) underlying the act. The instru-from items commonly given spontaneously
by parasuicide patients. ment may also be useful in treatment. For
example, understanding why the parasuicidePrevious research has shown that para-
suicide patients tend to change their explana- occurred is important when deciding what
should be focused on in therapy, including intions over time (e.g., Rygnestad & Hauge,
1991). Therefore the delay between the acts the possible prevention of future episodes.
This notion was supported by the findings ofof parasuicide and the research interviews
may have influenced the results, although, if Holden et al. (1998) that patient-attributed
reasons for nonfatal suicidal behavior pre-so, the nature of this effect cannot be deter-
mined. Patients also tend to give reasons that dicted a number of suicide criteria, namely,
a wish to die as stated by the patients them-are socially acceptable and/or evoke sympa-
thy or concern. The latter problem, however, selves, and suicidal desire, suicide prepara-
tion, and overall suicide risk as estimated bywould be expected to have been larger if the
patients had been asked the questions by the their clinicians. Furthermore, Holden et al.
found that some of the patient-attributedinterviewer. In this study, the patients marked
the questionnaire themselves (self-report), reasons (internal perturbations) were just as
good predictors for suicide risk as hopeless-which we hope has reduced this problem.
Moreover, a test of reliability by means of a ness has previously been found to be (e.g.,
Beck, Steer, Kovacs, & Garrison, 1985).correlation analysis between the level of sui-
cidal intent (assessed by the SIS) and the var- Knowledge and understanding of the inten-
tions involved in parasuicide are thus rele-ious intention subscales showed high consis-
tency in the patients’ reports. vant factors to consider when deciding on
appropriate treatment of suicidal individu-
als and prevention of future suicidal be-Implications havior.
The previous report from the WHO/
EURO study regarding level of suicide intent CONCLUSION
(Hjelmeland et al., 2000) was the first step in
examining the meaning of parasuicide as- Although there are considerable dif-
ferences between the participating regionscribed by patients from different regions and
countries. The present report of a range of in the WHO/EURO study in the prevalence
of both suicide and parasuicide, and also inintentions has been the second step. Quanti-
tative methodology has been used in both some of the characteristics of parasuicide
patients, the pattern of intentions involvedthese reports. One possible next step will be
to use qualitative methodology to examine in parasuicide seems to be reasonably con-
sistent across regions. The findings fromexplanations at the individual level. Methods
based on the phenomenological perspective, this study are likely to be generalizable to
other settings and have implications forin which the central issue is to consider the
meaning of phenomena in relation to each clinical practice.
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